Abstract
Introduction
In studies exploring the stigma of mental illness, the difference between public stigma and self-stigma has been pointed out. Public stigma refers to reactions of the general population to stigmatized group of persons with mental illnesses, while internalized stigma (also termed self-stigma) refers to prejudice which people with mental illness turn against themselves [7] . The concept of internalized stigma is of core importance in explaining the inner psychological harm done by stigma [6] . The reactions to stigma among persons who suffer from mental illnesses may differ. Some persons can be empowered with righteous anger, some remain indifferent or experience low self-efficacy and low self-esteem. Watson et al. [24] explain that stereotypes about mental illness become important when one encounters mental illness. Awareness of stereotypes alone is not enough for self-stigmatization; what is needed is that persons agree with and internalize social stereotypes [12] . People with depression assume they will be rejected socially and so believe they are not valued [13] . Internalized stigma is connected with various negative outcomes, such as aggravation of depressive symptoms, social isolation, lowered self-esteem and hope, worsening of psychiatric symptoms and decreased willingness to accept
Aim of the Study
This study was aimed at exploring the experience of internalized stigma in persons with mental illness in Belgrade, Serbia. It also served the purpose of exploring the feasibility of using the Internalized Stigma of Mental Illness Scale (ISMI) to establish basic psychometric characteristics.
This study is a part of the international project The Anti Stigma Program: European Network (ASPEN) and the INDIGO-Depression (International Study of Discrimination and Stigma for Depression) research network. The aim of the project is to contribute to the reduction of stigma and discrimination against people with depression. ASPEN assesses the extent of stigma and discrimination against people with depression (both adolescent and adults) and gathers and disseminates information on best practices. The project is focused on the effect stigma and discrimination have in everyday lives of people with depression, and the recognition of proven strategies to reverse such forms of social exclusion.
Methodology

Research Design and Procedure
The study was cross-sectional survey with face-to-face interview. Data were collected in the context of the INDIGO Depression (International Study of Discrimination and Stigma Outcomes for Depression) and INDIGO Schizophrenia study. Interviews were conducted by two clinical psychologists and a physician specializing in psychiatry. The study was approved by the appropriate ethical review board at each study site. All participants provided written informed consent.
Participants
A sample of 103 participants with depression and with schizophrenia was assessed. The sample consisted of 51 respondents treated at the psychiatric hospital Dr. Laza Lazarevi , with a diagnosis of schizophrenia, according to the Diagnostic and Statistical Manual of Mental Disorders criteria and 52 respondents treated at the Clinical Centre Dr. Dragiša Mišovi Dedinje, at the psychiatric hospital Dr. Laza Lazarevi and at the primary health care centre Stari grad, in Belgrade, diagnosed with a major depressive disorder, according to Diagnostic and Statistical Manual of Mental Disorders criteria. The average age of respondents was 44.2 years, and the average age of first contact with mental health services was 31.7 years. The ISMI was designed to measure the subjective experience of stigma using twenty-nine items are grouped into five subscales: Alienation, Stereotype endorsement, Perceived discrimination, Social withdrawal, and Stigma resistance. The Alienation subscale, with six items, measures the subjective experience of being a devalued member of the community. The Stereotype Endorsement subscale, with seven items, measures the degree to which respondents agree with common stereotypes about people with mental illness. The Discrimination Experience subscale, with five items, measures respondents' perceptions of the way they tend to be treated by others. The Social Withdrawal subscale, with six items, measures different aspects of social withdrawal. The Stigma Resistance Subscale, with five items, measures a person's ability to remain unaffected by internalized stigma. All items were measured on a 4-point Likert-type agreement scale (1 = strongly disagree to 4 = strongly agree). Higher total scores are indicative of higher levels of internalized stigma. In the research of Ritsher et al., [17] high internal consistency ( =0.90) and test-retest reliability (r=0.92) was reported in a sample of veteran psychiatric outpatients. More recent studies suggested that the Resistance subscale is at odds with other subscales [14;20] . In this respect the resistance could be considered a construct separate from selfstigmatization.
We translated the scale into the Serbian language and back-translated it into English. This was done by two psychologists with a good knowledge of English who participated in the study.
Results
Psychometric characteristic of ISMI
According to the results of this study the reliability of ISMI is high (0.90), for the whole scale as well as for subscales, except for the resistance subscale, In table 2 the results of four studies applying ISMI are presented [17;5;9] and Mila i Vidojevi . European version N=1229 (Brohan et al., 2010) Iranian version N=138 (Ghanean et al., 2011) The results of the Kolmogorov Smirnov test showed normal distribution only for the global ISMI scores while the scores for subscales showed significant deviations. While the global scores were highly discriminative, the discriminative power of subscales was weak (see table 3 ). Most of the scores for Alienation, Endorsement of Stereotypes and Social Withdrawal subscales being low means that the distribution of scores for these subscales is mildly positive. However the survey of the value for kurtosis suggest that only the subscales of Discrimination and Social withdrawal have low discriminative power (scores are grouped around the mean value). Since the kurtosis is high just for these subscales it means that their distribution is leptokurtic. 
Prevalence of internalized stigma
The prevalence of elevated internalized stigma was defined as an item mean score of 2.5 or higher (this criterion represented the "midpoint" on the 1 to 4 item scale). A cut off score of 2.5 was used in previous studies [18;5] . Lacking internal consistency and stronger connections to other subscales, the Resistance subscale is left out. Lysaker et al. [15] , who used the Internalized Stigma of Mental Illness Scale in a sample of people with schizophrenia in the United States, suggests that a score of 2 or less should be labeled 'minimal stigma', scores greater than 2 but less than 2.5 'mild stigma', scores greater than 2.5 but less than 3 'moderate stigma', and scores greater than 3 'severe stigma'. For participants in this study the mean total score was 2.16, pointing to mild self-stigmatization. Moderate and strong self-stigmatization is experienced by 17.5%, and mild and minimal self-stigmatization by 82.5% of participants. Scores higher than 2.5 are obtained with 27.2% participants on the Alienation subscale, 24.3% on the Social Withdrawal subscale, 16.5% on the Endorsement of Stereotype subscale, and 16.5% on the Discrimination scale.
The experience of self-stigmatization in participants of this study is lower in comparison to results obtained for selfstigmatization experienced by participants in other European countries [5;4] 
Correlation with demographic and clinical variables
The t-test for independent samples shows no difference between married and unmarried participants on ISMI scores, between participants with a university degree and participants with lower education, as well as between participants of other types of employment. As for clinical variables the differences in ISMI scores between participants who did and those who did not have experiences of forced hospitalization were not significant. One-factorial analysis of variance shows that ISMI scores were E-ISSN 2281 -4612 ISSN 2281 not connected with the level of diagnosis acceptance. Chi square testing in crosstabs established that ISMI scores were not related to socio-demographic variables when cut-off score is 2.5. The only exception was that more participants with university degree have scores lower then 2.5, at the Resistance subscale (x2=4.443, df 1, Sig .035) indicating that more education is associated with less stigma resistance.
Discussion
The primary purpose of this study has been to validate the psychometric characteristics of the ISMI scale in a population with mental illness in Belgrade, Serbia. The results show that the reliability of the scale in general is high (0.90), and of subscales it is high or satisfactory. The Kolmogorov Smirnov test has been used to verify deviation from normal distribution and the test showed that only the total score had the optimal discrimination, while other subscales had reduced discrimination. The ISMI scale can be recommended for examination of internalized stigma in study population.
We also attempted to use the with ISMI scale to examine the internalized stigma in people with mental illness in Belgrade, Serbia. We examined 103 individuals (52 with depression and 51 with schizophrenia [17] who were on psychiatric treatment in different mental health facilities in Belgrade. In our study 17.5% of subjects experienced moderate to severe stigma, and 82.5% minimal or mild stigma. Studies conducted in Serbia on people with schizophrenia [16;2] indicate mild to moderate levels of experienced internalized stigma. A comparison of this study with research conducted in European countries and Iran shows that the experience of stigmatization of people with mental illnesses in Belgrade, Serbia is mild. Results of the Brohan [5] study suggest that self-stigmatization becomes frequent and sometimes very serious in people with schizophrenia and other psychotic disorders in Europe, where almost half (41.7%) of the patients experienced moderate or high levels of internalized stigma. The study by Brohan [4] exploring the level of stigmatization in people with depression and bipolar disorder in 13 European countries indicates that 76.4% of respondents reported minimal and mild stigma, and in the study of Ghanean [9] in the sample of persons with depression, bipolar disorder and schizophrenia, 61% of respondents reported minimal and mild stigma and 39% moderate and severe. The level of stigmatization may vary depending on the sample included in the study, but Brohan [4] suggests that additional research is needed to examine the impact of other indicators that help us to clarify the relationship between diagnosis and self-stigmatization. Differences in scores between the findings of our study and the findings of research in Europe and Iran is significant on most of the scales. The sample from Serbia differs from the samples from the other three studies. It is considered that the development of the stigma may be conditioned by the social context so it is important to compare the concepts of internalized stigma in different countries in order to understand the processes that are at its core. The milder experience of self-stigmatization of respondents in Serbia could be explained by a lower index of individualism in Serbia and a more collectivistic centered community [10] . The fundamental issue addressed by this dimension is the degree of interdependence a society maintains among its members. Serbia, with a low score of 25 is considered a collectivistic society. This is manifest in a close long-term commitment to the member 'group', be that family, extended family, or extended relationships. The society fosters strong relationships where everyone takes responsibility for fellow members of their group. In our study respondents have the lowest scores on the Discrimination and Stereotype Endorsement subscales and the highest scores on the subscales Alienation and Social withdrawal, which is consistent with other studies [4;14;17;20;16] . Brohan [4] argues that the internalization of the stereotypes, which refers to the acceptance of reduced expectations or the application of stereotypes to themselves is not so common, which has implications for the concept of internalized stigma. The findings of our study confirm that the acceptance of the stereotypes is the aspect of the construct of internalized stigma which is accepted with the lowest frequency. Alienation is the most generally accepted, social withdrawal and discrimination as well. This suggests that a sense of isolation and difference can be one component of the self-stigmatization process. Social withdrawal is another mechanism through which stigma affects people with mental illness (Link et al., 1991) . People with mental illness tend to avoid situations in which they anticipate to be stigmatized and discriminated against, which largely leads to passivity of people with mental illness in social relations and realization of personal needs. In the research of self-stigmatization and factors associated with it in the population of persons with depressive disorder, Yen et al., (2005) results show that the higher selfstigmatization is associated with the severity of depression and lower levels of education. Gender, age, duration of illness, knowledge about depression, contact with the person with depression and social status were not associated with self-stigmatization. Self-stigmatization in bipolar patients was observed more frequently in patients with low socioeconomic status, low level of education, rural residence, lack of work, and more children [23] . A higher rate of internalized stigmatization at lower education level has so far been demonstrated in other mental diseases, which is consistent with the literature [1] . Employment, education, and a high socioeconomic level appear to be factors that decrease the incidence of internalized stigmatization, which might be because they increase self-esteem. In our study the t-test for independent samples demonstrates there was no difference in the subscales according to socio-demographic variables. Only the subscale for Resistance shows correlation with education, such that the people who have a graduate degree have a score lower than 2.5.
Limitations of the Study
The sample was obtained in two psychiatric facilities and a health care center in Belgrade, and the question is to what extent this sample is representative for the population of persons with mental illness in Serbia. A notable limitation of the current analyses is that we did not collect data on symptom severity, and therefore are unable to examine the relationship between these important variables and the likelihood of elevated internalized stigma. Also, we cannot rule out that some of the respondents, apart from their main illnesses, had other psychiatric or somatic health problems that could contribute to their perception of being stigmatized.
Conclusion
The ISMI has good psychometric properties and is a good instrument to measure internalized stigma in our sample. All ISMI scales have adequate internal consistency, except Resistance scale (alpha 0.59) which points to the need to continue working on the development of the independent Resistance scale [20] . The experience of the internalized stigma in psychiatric patients in Serbia is mild, but it should be taken seriously. Empowering people with mental illness and their organizations is important, as well as raising awareness of the stigma in professional groups working with people with mental illness.
Pointing to discrimination against people with mental illness is often used as an intervention to combat internalized stigma. However, the survey results suggest that the experience of the discrimination do not have to be strong and that is probably necessary to reduce the experience of social withdrawal and alienation by empowerment of people with mental illness, interpersonal engagement and increasing self esteem.
Although there is strong evidence of internalized stigma, the mechanisms of its formation and operation is still not determined. It is unclear whether it operates on an automatic, implicit level, beyond awareness and control, being important for the design of the anti-stigma campaign. Perhaps the experience of internalized stigma is broader and it could not be always directly determined. For that reason projective or semi projective techniques for internalized stigma assessment could be constructed.
